Infectious Mononucleosis SIR,-It was perhaps inevitable that Dr. H. G. Penman, a clinical pathologist who is joint editor of an excellent book on infectious mononucleosis,1 should find much to criticize (2 June, p. 546) in my short article on this disorder (12 May, p. 350) .
Much of the criticism is to do with the omission from my article of many aspects of infectious mononucleosis which Dr. Penman obviously feels should have been included. I should like to make it clear that I was requested by the Editor of the B.M.Y. to write an article giving stress to advice on the diagnosis and management of infectious mononucleosis as it presents to the general practitioner, with particular mention of the role of antibiotics in treatment. My selection from the vast amount of information available on this disorder was m accord with this brief.
The article was written several months ago, when most of the data concerning the role of the Epstein-Barr (E.B.) virus in infectious mononucleosis was derived from serological studies. I admit to being sceptical of interpretation from serological studies in patients with a condition in which a wide variety of antibodies to human, animal, bacterial, and viral antigens have been described, and this scepticism accounted for my statement that "more research is needed to define the exact role, if any, of this organism in the causation of infectious mononucleosis." The more recent studies on isolation of E.B. virus from throat washings of patients with infectious mononucleosis23 are much more convincing and I would certainly now acknowledge a definite role for this virus. The persistence of atypical cells in infectious mononucleosis for longer than two weeks is, I would agree, an important diagnostic point, but in general practice it is much less easy to collect and transport serial specimens of blood for laboratory examination, so I stressed numbers rather than duration in my article. Discussion on seronegative cases or timing of laboratory tests in relat-ion to duration of illness would have further lengthened an article already over the 2,000 words requested by the Editor. I did not feel that a discussion of the I/i blood group system and its relevance to infectious mononucleosis (anti-i would appear to be the commonest cause of the haemolytic anaemia which rarely complicates this condition) was appropriate for inclusion in this particular article.
Perhaps I should have mentioned the rapid slide "monospot test" as an alternative to the standard Paul-Bunnell-Davidsohn test, as many laboratories appear to have forsaken the latter in favour of the former, but my own opinion is that the monospot test is less specific than the standard test, false positives being not uncommon. I also feel more secure in a positive titre of at least Medicine, 1973, 288, 229. Euglycaemic Diabetic Ketoacidosis SIR,-In identifying a group of young d:abetics presenting in ketoacidosis without significant hyperglycaemia, Dr. J. F. Munro and hi-colleagues (9 June, p. 578) have enhanced the panorama of diabetic metabolic upsets. With the exception of vomiting, however, there was difficulty in explaining the features.
In our experience such patients are characteristically voungsters with good renal function and in some we have identified a massive urinary loss of sugar and a greater tendency to a low renal thre.hold to glucose than in others. Since ketoacidosis is generally regarded as the metabolic outcome of excessive gluconeorenesis coupled with increased fatty acid release, it seems difficult to postulate that the relative euglycaemia is due to a le-ser glucose formation in such cases. A greater urinary loss of glucose seems to us more likely. Whether this is a consequence of increased growth hormone secretion affecting renal function, related to the enhanced clearance reported in early diabetic renal involvement,) or simply represents one end of the spectrum in terms of the renal threshold to glucose, remains to be determined. Whatever the explanation, perhaps the clue lies in the suggestion by Dr. Munro and his colleagues that there is an ability to grow out of the tendency. Sarcoidosis may be far more common than is realized,7 and nine cases of sarcoid exophthalrnos were already recorded six vears ago.8 The "granulomatous exophthalmos" occasionally described.9 rmay therefore be simplv sarcoidosis. Sarcoid hyperthvroidism10 is now being diagnosed more often, in children11 2 as weU as in adultq.13 14 Tn one case the hyperthyroidism resolved soontaneously in five months10 and in another it remitted after 10 mg of prednisone was given daily for eicht months." Possibly a number of patients with progressive exophthalmos may have undiagnosed subclinical. sarcoidosis. The occurrence of unilateral and euthyroid
